Applying these figures to a population of 250,000 (the basis for a district hospital) suggests an incidence of 500 strokes per annum, of which 250 will need a lot of help and about 150 will be added to the accumulated number needing continued care each year.
Recovery From Stroke We tend to think of recovery from strokes in three phases: two weeks concerned with survival; eight to twelve weeks of effort to restore activity and independence in walking, standing, and self-care; and two years-the time that may elapse before the full capacity of the patient to participate in normal social activities may be realized. Management at the onset of a major stroke is described elsewhere in this symposium and was also discussed recently. 8' Here we are concerned with recovery in the two later stages.
Elsewhere a description"4 has been given of the clinical criteria used to assess capacity and define the barriers which may delay recovery and require special consideration in treatment.85-90 Special aspects of assessment and treatment have also been described in two comprehensive symposia.91-92 Two points of rehabilitation which need special emphasis are that initial assessment should be directed towards accepting patients for treatment and not to their rejection, and that the process of recovery is spontaneous and slow. Nerve cells which die do not recover, nor will their connexions remyelinate. Improvement in function occurs partly because damaged tissue regains vitality, and partly because other functions served by healthy brain provide intellectual tricks necessary to compensate for some of what has been lost.
Recovery by these mechanisms may account for the improvement observed in the first six months after a stroke, but improvement may be even more protracted suggesting that there are other adaptive processes. Thus Blakemore and Falconer93 have shown that patients after temporal lobectomy may not recover learning ability until three to five years after operation. It is the sad misfortune of most patients who have strokes to be the victims of a combination of old age and continuing disease.
INFLUENCE OF SPECIFIC HANDICAPS

Mental Barriers
Speech.-It must be more than enough to endure and contend with the physical disabilities of hemiplegia without the added handicap of aphasia, and no one would deny these patients any means of encouragement that would help to maintain morale and improve their prospects. Their frustrations'4 include being regarded as brainless, being subjected to the indignity of having things done for them which they could well do for themselves, and, what is worse, not doing for them those things they cannot possibly be expected to do.
Most patients with severe expressive aphasia but intact comprehension will be much less handicapped in achieving independence than those with poor comprehension. Nevertheless, the fact that people with poor comprehension do badly so often may be partly because they, and those responsible for them, are given no instruction or opportunity in alternative means of communication such as mime, which may bypass the use of words. Society, both medical and lay, is very "wordorientated."
Not all aphasiacs will respond to speech therapy, and the problem in treatment is to decide how best to use the services of trained speech therapists.
It is uncertain whether even their best efforts achieve more than vis medicatrix naturae. Butfield Perhaps the most we can say in the light of present knowledge is that some aphasiacs will retain or recover capacity to assimilate instruction in daily living and occupational pursuits; some will do no more than "keep going" with diversional activities; others may respond slowly but continuously over many months to speech therapy; and still others, though remaining aphasic, will appreciate and need only the moral support of occupational therapy and a communication system unique to themselves.
Dementia. Four behavioural changes associated with cerebrovascular disease and strokes may be confused with poor motivation and depression.
Three of these are well known-the facile switching from expressions of joy to sadness known as emotional lability, a general loss of confidence, and a firm decision to give up the struggle-to do no more. The fourth, claimed by Fisher"15 to be characteristic of cerebrovascular disease, is emotional incontinence, a condition quite different from lability, which may be a major bar to rehabilitation. Outbursts of weeping (less commonly of laughter), clearly unrelated to the underlying affect, are provoked by the slightest stimulus. It must be emphasized that some of these patients are intellectually well preserved and do not have obvious features of pseudobulbar palsy. The symptom is nearly always refractory to treatment and the best that can be done is to protect the patient from attempts to, treat it as depression.
MOTOR FUNCTION
There are no positive ways of restoring function in hemiplegic paralysis and, at best, rehabilitation is limited to the means which will enable the most to be made of spontaneous recovery. Nevertheless, despite this, optimism, encouragement, and constant reassurance over many discouraging months are most important ingredients of the treatment of patients with strokes. The object must be to help the patient to help himself; "the patient will shoot the goals and you are there to help him. In bygone days people rivalled each other in trying to kick the patient through the goals.""'6 Passive movements, heat, splints, slings, and stimulation of sensory input help to limit contracture, especially at the shoulder in a hemiplegic arm, and to encourage the use of any return of voluntary power. Ipsilateral hemisphere control over hand function after strokes is less well acquired than for the proximal parts of the limb.
There is usually more hope of recovery of function in the leg, especially when the patient can lift the extended limb from the bed in 2-3 weeks, and dorsiflex the foot within 4-6 weeks, of the onset. Ability to stand and walk are more primitive acquisitions than precision use of hand and arm, and attempts can be made from early weeks to stimulate a positive supporting response in the hemiplegic leg by standing, balance exercises, and walking. Understanding of the complex mechanisms involved in control of posture and movement has been advanced greatly in recent years by Martin and others,"l7-' and modern treatment of hemiplegia has benefited by application of the principles involved by Bobath'll Restoration of independence in walking, self-care, and social reliability may involve the patient, the therapists, and the relativesas well as doctors and nurses-in months of painstaking work, but the reward is to see a confused, incontinent, densely disabled patient restored to steady, rhythmical movements and a normad walk instead of being left with an unstable, awkward hemiplegic hobble.
In some patients, despite the physiotherapist's best efforts, marked postural abnormalities persist with misalignment of body segments. The head becomes flexed forward and laterally, and there is flexion of the body on the pelvis with rotation of the spine.
Hypertension and bilateral pyramidal signs in these patients imply deeply extending infarcts and lacunae,"5 and mobility (even in a self-propelling chair) is seldom regained. In other instances there are specific problems of gait.ln2 In striking contrast to Parkinsonism, where steppage is preserved, some patients after stroke have neither stepping nor equilibrium, can neither stand nor walk, and appear to have no idea of any of the components of walking. They may attempt to progress sideways, or to advance one foot while the other retreats and the body falls backwards. Such back-sliding is often accompanied by clutching at objects and people nearby. Patients with these handicaps respond badly to efforts at reeducation.
Apraxia.-Apraxia is inability to perform a previously established pattern of movement though muscle strength, sensation, and co-ordination appear to be unimpaired. It is mentioned frequently as a complication of strokes, involving facial movements of aphasic patients, the precision use of the fingers combined with neglect of the hand, or perhaps it is a component of the disorganized patterns of walking described earlier.
Left-sided apraxia is probably quite common in patients with right hemiplegia (sympathetic apraxia121), but often it is transient and disappears in a few weeks We have found that about 10% of patients referred for rehabilitation fail to survive the first two months of the stroke, and 30% require continued care as chairfast invalids. Nevertheless 60% will recover, and more than one-third of these will be fully independent, intellectually clear, with some effective use of their disabled hand and a confident gait (Fig. 1119 ). The grade of recovery to be expected may be evident as early as 4-6 weeks in patients who are making good progress, but it is seldom possible before 10 or 12 weeks to distinguish with confidence potential recoveries from those who will need continued care. When in doubt a decision to lessen intensive efforts to restore activity should be deferred at least until 16 weeks. Even at this stage occasional patients unexpectedly discover hidden intellectual and physical reserves, showing improvement as late as six or eight months after onset, and then progressing slowly until, a year or 18 months later, they are fully independent and living a relatively normal life. Unfortunately this rewarding phenomenon is rare except when the hemiplegia is attributable to lesions other than those caused by hypertension or diffuse arterial diseases.
There is evidence that the right cerebral hemisphere leads for constructional tasks in people who have left hemisphere dominance for language. It is our experience that patients with left hemiplegia more often show constructional apraxia and visuospatial difficulties. Though individual patients with left hemiplegia can do well, taken as a group they do less well than right hemiplegics including those with aphasia.
The more useful prognostic signs are summarized in Table I . In the months, or years, of follow-up after discharge, some patients attend local authority day centres for a few hours once or twice during the week. Others require continued treatment in day hospital, distinguished from a day centre by its link with other hospital outpatient services and having medical and nursing supervision and treatment available for five days a week. Doctors, nurses, therapists, social service workers, and other necessary staff may be difficult to recruit, but their work and influence can cover a wide area, especially when supported by such established hospital departments as geriatric medicine, neurology, rheumatology, and physical medicine, closeJy allied to family medicine. Transport often proves to be the main limiting factor. In this and other respects there are opportunities for voluntary action to be mobilized on behalf of the hemiplegic members of society.
In conclusion we wish to stress that it is never easy to ascertain precisely the nature of hemiplegic disability, and those who come in contact with the patient do well to avoid remarks which might imply that he cannot or will not do something. Rather one should say "the patient does not do what is asked." "Does not" will cover everything from "will not" to "cannot," from "lack of motivation" to "6apraxia. "191 Earlier we referred to hemiplegics who find themselves unable to make the effort necessary to be up and doing again, and where there is profound disability at great age we must respect the desire for peace and quiet expressed by T. S. Eliot.
I no longer strive to strive towards such things (Why should the aged eagle stretch its wings ?).
